An assessment of a protocol devised to guide practitioners thinking of using covert video surveillance. Such surveillance is particularly used to help identify cases ofMunchausen 's syndrome by proxy. The protocol in question has been written by staff at the Academic Department ofPaediatrics, North Staffordshire Hospital, Stoke-on-Trent in association with their local Area Child Protection Committee and has been commended by the Department ofHealth to others wishing to implement covert video surveillance.
said to be looking into producing its own guidelines (8) (9) .
In the meantime what the Staffordshire protocol presents us with is a code to guide us on how CVS might be put into practice. The protocol has nine sections and four appendices. All subsequent references to paragraph numbers are from the protocol.
1) Introduction
The protocol provides 'a framework for the investigation of suspicions of abuse among children referred to hospital following apparent life-threatening episodes for which there seems no other probable cause' (para 1.1). This would seem to make it apply to any form of child abuse but in fact it has been written to help manage 'life-threatening cyanoticapnoeic episodes' where the child is thought to have been intentionally suffocated by a parent or carer (para 1.3).
The introduction outlines its belief that 'children have the right to protection from abuse and ill-treatment'. As the Cleveland Report pointed out, however, putting children's rights first is not the same as ignoring parents' rights altogether. A balancing is needed and abusing parents should be 'given the same courtesy as the family of any other referred child' (10) . When the evidence suggests a child is at risk the balance tips in favour of care to the child and the child's rights. If sufficiently strong evidence exists to justify the use of CVS it might be argued that it also exists to tip the balance in favour of action without recourse to CVS.
2) Principles of referral
When a child is found to be suffering unexplained injuries an initial 'strategy discussion' is organised.
The protocol suggests this should be organised by the referring authority (para 2. 1). This appears to be in contrast to the Department of Health's guidance on child protection procedures where it is stated that it is the 'responsibility of the agency receiving the referral' to initiate a 'strategy discussion' (emphasis added) (11). The seeming contradiction may be cleared up if it is taken that hospitals offering CVS are more likely to be acting on a regional basis rather than for their immediate locality. An initial assessment, including a child protection conference will, therefore, already have been made by other child protection agencies, including police, hospitals, social services departments etc, who will have initially acted as the 'receiving agency'.
3) Pre-admission 'strategy discussions'
The pre-admission 'strategy discussion' is used to consider the existing evidence and whether or On the ward, staff are warned to watch for indicators that include 'parents who contentedly fit in with ward life and attention from staff (para 3.6 (g)) and 'parents who are unusually knowledgeable about the illness and its repercussions' (para 3.6 (f)). Strategy meetings are to be held in secret and parents not informed of their existence (para 3.7).
4) The second strategy discussion
This meeting is to be convened by Staffordshire Social Services Department (para 4.1) and again 'it is essential that parents are not alerted by any breach of confidentiality' (para 4.3). It could be argued that we have here a re-working of the definition of 'confidentiality' that has previously been held to be the keeping of personal information about an identifiable person in conditions of confidence. Confidentiality implies a restriction of the circulation of that personal information in order to maintain the trust and working relationship essential to good practice between the health care professional and the patient. Confidentiality as used in the protocol is much more about keeping information secret within the professional staff group.
It could be said that as the child is the patient in this area of work, confidentiality does not extend to the parent as the non-patient. Alternatively it might be argued that the real patient actually is the adult carer concerned even though he or she has not presented for treatment. Proponents of CVS have agreed that attacks on the child are often due to 'longstanding psychiatric and psychological disorder in the parent' (12).
If we take the concept of 'personal information' as the central component of confidentiality, however, a different perspective can be applied. The 1990 Access to Personal Health Records Act, for example, states that normally parents have a right of access to all information held about their child (1990 Act s.4 (c)). In practice the 'withholding' provisions of the same Act would probably be applicable in a case of CVS (s.5). Within the protocol nurses are asked to keep contemporaneous notes during CVS (para 6.6), and the videotapes themselves can also be considered as part of the medical record.
There is also no mention in the protocol of why 'strategy discussions' take place rather than child protection conferences. The latter, of course, are more formal and there is an expectation that parents will be invited to attend -but again provisions to keep them from attending can be activated and proceedings are completely confidential (13) . It would certainly be unheard of for health and social services personnel not to have a child protection conference in any other situation where there was an alleged life-threatening episode for a child or children. As only a child protection conference can place a child's name on a child protection register, it also means that these children considered in danger of their life never even get on to the local register, for any protection it might afford. If the 'strategy discussions' are seen as sufficient for the involvement of the CVS-providing hospital (possibly because they are geographically away from the referring agency (see above)), it always makes the 'discussions' rather marginal to the overall child protection procedures as envisaged in Working Together (14) .
One of the suggested agenda items for this strategy meeting is seeking the leave of a court to set up CVS if care proceedings are already in process (para 4.4 (k)). If In fact this is really a crucial question with which any CVS arrangement must have some difficulty. If you can stop parents removing children without film evidence you must already have enough evidence to take that action. If you cannot stop them and they refuse to consent to a re-admission the agencies concerned will have to consider alternative action that does not involve CVS.
5) Applying CVS
A cubicle is prepared with a secret camera (para 5.5) and nurses take up their surveillance stations, two at a time, for eight-hour shifts (para 5.8). All nurses are volunteers (appendix 2, para 3 (iii)) and receive special training. All equipment is checked out by hospital electronics staff (para 5.5 (e)). When CVS first started in the mid-80s the police, rather than nurses, took on this role (1 5 The protocol advises that 'child and parent must not move into the surveillance cubicle until all preparations required for CVS are completed' (para 5.4). There is no mention of what explanation parents are given for either the admission to hospital or a move from a shared ward to the private cubicle. Physiological monitoring would be an explanation, but clearly they are not told the complete truth and the question of how much 'deceipt' is being practised on them here is another important ethical question.
The child is subject to physiological monitoring by attached equipment, as used for sleep studies (para 5.6). In the past it has been suggested that this equipment has also been useful in 'anchoring (the child) within the field of vision of the camera' (17 During filming care must be taken not to film the parents on their own away from the child as this would be 'invasive of the parents' privacy' (appendix 4, para (a)). If an incident takes place staff have to intervene promptly to protect the child (appendix 3, para 6). A parent attempting to leave at this point with the child must be restrained using all possible personnel including, if necessary, porters (appendix 3, para 11). It is not fully clear what legal powers are being used here to detain a person who is actually not the patient, and before any orders exist on the child. Presumably staff would be covered by common law in protecting 'life and limb' of the child.
At the end of the process, whether or not they have been used, the video cassettes are retained by the North Staffordshire Hospital (para 5.10). According to the protocol this is in accordance with the 'recommended practice regarding the video recording of children' (para 5. 10). If this is a reference to the Home Office 'recommended practice' on child interviews on video where children are talking about the abuse they have suffered, (18) then the hospital is not strictly keeping to those guidelines.
There is, for example, no mention of destroying tapes when no longer required, as the Home Office guidance requires (19) . The protocol further states that these tapes are later used for training purposes with nurses interested in taking up surveillance duties (appendix 2, para 1 (iii)), but the protocol makes no mention of the need for the consent of those in the video to do this, which is what the Home Office guidance requires. In the case of interviews the videotapes can only be used in training if 'specific and informed consent has been given for that purpose' by the child, or if he or she does not understand, after consultation with 'the adult who discharges the principal duty of care for the child' 
7) Talking to other family members
It is accepted that families may be in shock when told of what has happened. Initially, senior medical or nursing staff will approach the family. There is no suggestion that these family members be approached before CVS is used; presumably they could not be trusted to maintain confidentiality, ie not to tell the suspected abuser.
8) Staff support and feedback
The stress levels for nursing staff are recognised and appropriate support duly given.
9) Access to videotapes
Tapes are given to the police if there are criminal proceedings and to the social services if there are civil proceedings (paras 9.1 and 9.2). If there are no proceedings 'and no abuse is demonstrated during CVS' the hospital retains the tapes (para 9.3); there is no mention of whether parents are actually told their children have been secretly videod when nothing has been found, or whether or not an apology is offered. As we have already noted, tapes are retumed to the Academic Department of Paediatrics after court proceedings and are used in training (see Section 7 above).
Conclusions
The protocol is an important document of guidance in implementing CVS; it does, however, raise a number of questions that still need to be answered. The Department of Health will need to do a lot of work to iron out some of the contradictions and vagueness of the protocol. It will also need to place it fairly within the context of the Children Act 1989, which is the legal framework for all child protection work. The Department of Health's current guidance on the Act emphasises:
'the importance of professionals working in partnership with parents and other family members (and) ... fully involved from the outset in all stages of the child protection process, and (with) ... as much openness and honesty as possible between families and professionals' (21).
It may be that arguments revolve around the interpretation of the word 'possible', but it remains true that all children are covered by the Children Act 1989 and however dreadful the acts perpetrated by adults against children may be, there is not a category of children that falls outside the Act's jurisdiction.
Terry Thomas 
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